necrotic fibroid presenting at the external os; this was "removed, but the patient had lost such an enormous quantity of blood since the confinement that she was almost pulseless at the time of the operation and died a few hours afterwards. Other cases were instances of fibroids in the fundus, where the patients went through a comparatively normal pregniancy and delivery. Now if these cases were merely massed together and the statement made that 25 per cent. of cases of fibroids associated with pregnancy were attended by dangerous complications, the statement would be accurate enough and yet entirely misleading. He would add a few words on the subject of the second case he had referred to, as it had a direct bearing on Dr. Dauber's case. The patient was four and a half months pregnant, and the fibroid occupied the left broad ligament, springing from the left side of the cervix. He enucleated the fibroid and met with very troublesome heemorrhage, which was restrained with some difficulty. He was very anxious not to disturb the pregnancy, and when the bleeding had. ceased he closed the abdomen, leaving the uterus. Secondary hbmorrhage occurred and he had to reopen, and only by removing the uterus could the bleeding be stopped. He expressed it as his opinion that when an operation was necessitated by the presence of a fibroid attached to the cervix, it would very seldom be possible to do a myomectomy and leave the uterus; hysterectomy would be generally required.
necrotic fibroid presenting at the external os; this was "removed, but the patient had lost such an enormous quantity of blood since the confinement that she was almost pulseless at the time of the operation and died a few hours afterwards. Other cases were instances of fibroids in the fundus, where the patients went through a comparatively normal pregniancy and delivery. Now if these cases were merely massed together and the statement made that 25 per cent. of cases of fibroids associated with pregnancy were attended by dangerous complications, the statement would be accurate enough and yet entirely misleading. He would add a few words on the subject of the second case he had referred to, as it had a direct bearing on Dr. Dauber's case. The patient was four and a half months pregnant, and the fibroid occupied the left broad ligament, springing from the left side of the cervix. He enucleated the fibroid and met with very troublesome heemorrhage, which was restrained with some difficulty. He was very anxious not to disturb the pregnancy, and when the bleeding had. ceased he closed the abdomen, leaving the uterus. Secondary hbmorrhage occurred and he had to reopen, and only by removing the uterus could the bleeding be stopped. He expressed it as his opinion that when an operation was necessitated by the presence of a fibroid attached to the cervix, it would very seldom be possible to do a myomectomy and leave the uterus; hysterectomy would be generally required.
Mrs. BOYD asked Dr. Swayne for particulars of the case of rupture of the uterus to which he had referred. She had on two occasions shown before the Obstetrical Society specimens of pregnancy complicated by fibroids where extreme thinning of part of the uterine wall was already present in the earlier months, and had mentioned the possibility of rupture, but she had found that this suggestion met with no support from the experience of the distinguished obstetricians present.
A Case of Difficult Labour.1 By HENRY RUSSELL ANDREWS, M.D., and R. DRUMMOND MAXWELL, M.D.
THE patient was a foreign Jewess, aged 38.
Previous Obstetric History.-She had never had a living child, had had several miscarriages, and some still-born children born without difficulty.
Present Pregnancy.-The last menstrual period had occurred ten calendar months, i.e., over forty-four weeks, before labour began. She ' For the first part of this communication, i.e., the treatment of the case, Dr. Andrews is solely responsible. For the second part both authors are responsible. had noticed that her abdomen was larger than it had ever been before. At 5 a.m. on October 1, 1906, a maternity assistant, finding that there was no advance in spite of good pains, sent for the resident accoucheur. She was said to have been in labour two and a half days. The resident accoucheur found the patient's general condition good. The pulse-rate w%s 90 per minute. The pains were good, there was no tonic contraction, and the uterus was not tender. The circumference of the abdomen at the level of the umbilicus was 40 in. The child was presenting in the first vertex position; the foetal heart could not be heard; the os was fully dilated. The head was bulging so much into the brim that the diagonal conjugate diameter could not be measured, but the pelvis appeared to be fairly roomy. The head was soft and there was a stinking discharge fronm the uterus.
Axis traction forceps was applied, but the head could not be made to budge. The resident accoucheur considered that, as the child had probably been dead for some little time there would be no great difficultv in delivery, so he perforated the head and attem'pted to deliver with the craniotomy forceps, but only succeeded in removing portions of the cranial bones. He then applied the cephalotribe and got a good grip on the head, but the whole of the vault and part of the face came away, leaving the rest of the base of the skull in its original position. Traction on the left arm brought it away from the trunk together with the scapula, and traction on the right brought away the forearm and the skin of the upper arm, the humerus remaining in situ. The resident accoucheur then brought down the left foot, hoping to deliver by version, but traction on the foot separated it from the ankle. He then miade a final attempt at delivery by pulling with the crotchet fixed in the base of the skull, but the hook tore. through the bone. Realising that the case was one of great difficulty, he brought the patient up to the London Hospital and sent for Dr. Andrews. When he arrived the patient was rather cyanosed and the pulse was rapid, about 120 per minute. He began his attempts at delivery with the idea that, as the child was decomposing, there could not be much difficulty in extracting it, but soon found that, on the other hand, delivery was by no means an easy matter. It is almost impossible to convey to others exactly where the difficulty lay. To say that the uterus was filled tightly with a decomposing friable foetal mass courts the question: "Why did not you pull it out ?" This is what he tried to do, with the help of every conceivable instrument, except a punch, for one and a half hours, with no success. The foetal tissues were too friable for strong traction to be applied and not soft enough to collapse under pressure. He started by removing the right huimerus and cutting through both clavicles, and then applied the cephalotribe to the base of the skull, which was pulled off without altering the position of the trunk. He perforated the chest and removed the learttand lungs, and perforated the diaphragiim and reinoved the liver and miiost of the intestines.
An attempt was then made at delivery by fixing bone forceps on the cervical vertebre, crotchet and blunt hooks between ribs, and pulling on all these instrLuments together; but the cervical vertebrw came away and the ribs gave way, all varieties of hooks simply tearing out of the chest waNll. There was well-miiarked tonic contraction bv this timie, and a deep fuirrow could be felt on the anterior uterine wall. It appeared as if 1)D. Andrews would have to open the abdoimen, but he was imost unwilling to do so if he could possibly avoid it. With the idea of remlloving the foetus pieceiimeal, he pulled on the left ankle, attempting to shift the trunk sufficiently to cut through the spinal colum-n ; but first the fibula and then the tibia caimie away, and it was found to be impossible to pull on the knee. A hand was inserted with difficulty and with extreile caution into the fundus above a prominent ridge which ran obliquely across the internal surface of the uterine wall and the other leg was seized, but the hand and wrist were gripped so tightly that it was miiipossible to cut this leg off or shift it. Eventually, after one and a half hours of hard work, he had to admit that he could not extract the ftxtus. Two courses were then open:
(1) To put the patient back to bed undelivered in the hope that the fuetus iight be expelled before the uterus ruptured; or (2) To reim-ove the uterus by the abdoimien. He chose the latter course, though with great reluctance. The vagina was cleansed and abdominal panhysterectoiny perforimed as rapidly as possible, the vagina being clamped from above as in a hy\sterectomny by AVertheim's method., In spite of the large number of foetal parts that had been remiioved previously, the uterus looked as large as it usually is in Caesarean section. The operation lasted just half an hour.
The patient was fairly well at first, but twenty-four hours after the operation her breathing became extreimnely rapid, 70 to the minute, teimiperature 101'8' F., and she died twenty-eight hours after the operation.
At the post-lmlortemii examination the stomach and intestines were munch distended, the peritoneumii had lost somiie of its lustre and was injected in places, the lungs were congested and cedematous throughout. The true conjugate measured 4 in. Would it have been better if, instead of opening the abdomen, he had put the patient back to bed in the hope that spontaneous delivery might occur ? It may be said that the uterus had been irritated into a condition of tonic contraction by the great amount of intra-uterine manipulation that had been carried out, and that rest and morphia might have overcome this tetanic condition. In answer to this it must be noted that the patient was under an ancesthetic at the time that the manipulations were being carried out, and that there was not much hope of any improvement in the condition of the uterine wall occurring as the result of rest. The height which the retraction ring reached on the right side denoted so great an elongation of the lower uterine segment that the risk of rupture seemed to be a grave one if much time were lost in leaving things to Nature, and though Dr. Andrews realised that his idea of the imminence of spontaneous rupture may have been an exaggerated one, as there was no great distension of the lower uterine segment, he knew of no standard by which he could have judged whether it was safe to leave this patient undelivered after the onset of tonic contraction before resorting to abdominal section.
We are showing specimens of frozen sections of the uterus removed by abdominal hysterectomy during the incompleted second stage of labour.
The uterus with fcetus in situ was placed in a freezing mixture within a quarter of an hour of its removal; at the end of three hours the uterus was frozen solid, care being taken, by closing the lower aperture in the vaginal wall, that there should be no further extrusion of contents beyond those parts of the neck that already protruded. The specimen was then sawn through with a fine saw in two planes I in. in front and behind the widest transverse diameter. After section of the uterus, the fcetal contents were lifted out of their uterine bed and weighed. The total weight was 6j lb., and this after removal of the headsome cervical vertebrae, the thoracic viscera, most of the abdominal contents, both arms 'and one leg.
The median section, 11 in. thick, thus resulting is the specimen, which has been mounted permanently for museum purposes in gelatine, so that both its surfaces are available for inspection.
The other two specimens exhibited to-night have been hardened in formalin with their contents in situ. These contents can be lifted out of their uterine bed, and show the accurate moulding of the lower uterine segment to the fcetal parts. The superficial fat is of unusual thickness.
Microscopic sections taken through the subcutaneous tissue do not show the presence of any pathological process or oedema as compared with sections of the superficial tissues of a normnal full-time foetus. Owing to desquamation the epithelial layers are shed down to the level of the stratum vitrosum. A thin slice cut from the upper cartilaginous epiphysis of the tibia shows a well-marked centre of ossification. On lifting out the foetal contents from the anterior section, a distinct ridge is seen running obliquely upwards from the left to the right. On the right side of the uterus the termination of the ridge is at least 3 in. higher than on the left. Where the ridge joins the uterine wall on the right side section of the wall shows an abrupt alteration in thickness, and there can be little doubt that this spot marks the transition from the upper to the lower uterine segment ( fig. 1 ). There is a similar transition in thickness where the ridge terminates on the left uterine wall, but this is not so clearly seen as in the opposite side.
Andrews & Maxwell: Case of Diffticlt Labour
The specimen is shown chiefly to explain the causation of the oblique idge, which projects sharply into the uterine cavity. This ridge will, we think, be held by Fellows to correspond to B3andl's ring or, to be strictly accurate, Braune's ring.
As regards the actual proportion of cervical and corporeal tissue entering into the part of the uterus below the ridge, the specilmlen does not lend itself to investigation. AMost of the authorities on frozen section work, including Varnier, Hart and Barbour, are in agreement that freezing em masse in this coarse m-anner obscures histological distinction between decidua and cervical mllucosa, since both these lining m-lembranes are almost entirely disintegrated in the course of preparation in the freezing mixture. No attem-lpt has been miiade to investigate the specimen, therefore, froimi this point of view, especially as the inner lining of the lower uterine segml-ent is practically the mnuscle wall, no trace of decidua and inucosa being left.
The contraction ring as first described by Braune had a fixed anatomical relation, namely the level anteriorly of firm peritoneal attachment. Another point miiarlking its site was the constant presence of a large uterine sinus running horizonally.
As regards the first point, the peritoneal attachmnent, the specimiien shows this level to be a line running with its convexity slightly downwards from round ligaiient to round ligamiient. During the operation the peritoneum was not artificially dissected off the uterine wall, but the plane of cleavage was conmmenced by a superficial incision with the scalpel and comipleted with the finger tips and swabs. This line is seen to be approximately horizontal, while imiany authors have called attention to the obliquity of the contraction ring felt clinically. Clearly, then, in this specimiien there is no relation between peritoneal reflection and the contraction ring.
Most frequently the contraction ring has presented its miaost clharacteristic obliquity in the case of a transverse foetal " lie," and this is easily understood if the asymminetry of such a uterus be considered. AWith reference to the second anatomical site of the ring (quoted above), namely, at the level of a large uterine sinus, the present specimnen does not show its existence, though several of Braune's diagrams have it well iimarked on the posterior wall. It must be obvious that no large venous sinus can be present in the thin retracted lower uterine segm--ent, but on proceeding upwards along the wall venous sinuses will first be encountered where the thick uterine wall is reached. Only in this sense can a venous sinus milark the limit between the upper and lower uterine segment, and this, perhaps, as the specimen shows, is what Braune would have conveyed.
A consideration of these points would lead us to modify the historic view of the contraction ring, which explains its site purely by reference to the musculature of the uterus and certain anatomical relations therein, and, without taking into consideration the disposition of fcetal parts, conveys the impression that ihe uterine muscle can, without any point d'appui, suddenly undergo such a sharp transition in bulk as to present the clinical sign of a contraction ring. This specimen suggests that its causation is dependent entirely on the position and relation of foetal parts occupying the lower uterine pole and that by firm and rigid moulding the ring is formed.
The actual ring itself would appear to be due to a contraction of the circular fibres fitting tightly into a groove, as all specimens show that there is no sudden change of thickness.
On comparing the inner surface of the uterus with the foetal parts occupying it, it will be seen that the oblique ridge or retraction corresponds accurately to the groove between the foetal thorax and the flexed thigh. Retraction has withdrawn the upper uterine segment entirely off the fwetal thorax and part of the abdomen (which obstetric manipulations have considerably reduced) and has then encountered the additional bulk of the flexed thigh, while the circular fibres of the uterus have tightly gripped the festus in the groove between thigh and belly and rendered advance impossible. In criticism of this explanation of tight gripping by circular muscle fibres of foetal parts along a groove, it would be interesting to ask if any Fellows have observed a well-marked contraction ring in cages where the smooth back of the faetus has been in approximation to the anterior uterine wall as in a first or second sacral presentation, where no groove of festal parts would be present.
In a case of brow presentation, with the head completely disengaged, where a contraction ring was marked on admission to hospital, palpation suggested that retraction. had proceeded over the head and had encountered the additional bulk of the shoulders. Spasm of circular fibres at the level of the base of the cervical spine had then produced the clinical sign of an oblique ring, felt through the parietes below the level of the shoulders. The thoracic and abdominal cavities are seen to have collapsed after removal of their contents.
From an examination of the specimen one would think that only a slight amount of traction would have been necessary to effect delivery.
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Did the ridge of uterine wall fitting into the foetal groove act as an actual mechanical obstruction to delivery, holding the contents of the upper part of the uterine cavity as in a vice ?
POST-MATURITY OF THE FETUS WITH EXCESSIVE DEVELOPMENT.
Evidence of post-maturity of the foetus rests upon several grounds:
(1) Calculation of duration of pregnancy from the last menstruation.
(2) Excessive weight of the foetus.
(3) A determination of the degree of ossification of the fcetus by direct examination of the cartilaginous epiphyses or by radioscopy.
The first two means of information are fallacious when considered by themselves, the degree of ossification being probably the only accurate means of investigation we have at our disposal. Since radioscopy has been applied to the foetus at birth much light has been thrown on such conditions as " superfoetation," and, indeed, it is questionable whether such a condition actually can exist inside a single normal uterine cavity. Till investigation of ossification was undertaken a notable difference in weight between binovular twins was held to be a proof of superfcetation, but that the condition can be readily disproved by radioscopy is recorded in the Bulletin de la Societe d'Obstetrique de Paris, 1906, ix., p. 6. In the foetus in question to-night, as a result of obstetric nmanipulations, only one epiphysis is available for observation, that at the upper end of the tibia. It is well marked, and may be accepted on the authority of Keith as proof that the child has reached the forty-fourth week. The subject has been referred to by many authors of text-books, and amongst the general conditions associated With it have been quoted:
(1) Age of Female Parent.-Between 25 and 35 years being associated with the largest offspring.
(2) Parity.-This factor, however, only acting within certain limits; it is generally held that there is on an average a progressive increase in foetal weight up to the fifth pregnancy.
(3) The very indefinite relation of the size and general development of the parents.
Its frequency has been discussed by Hirst, who places it at 2 per cent. of all pregnancies, and lays down the general principle that no woman should be allowed to exceed the normal period of pregnancy by more than two weeks. Winckel collected over 200 cases, and Olshausen has also carefully investigated recorded cases, and quotes a case of Bensinger's which, in his opinion, is the only satisfactory proved case. In more recent years Ballantyne and McKerron have put cases of post-maturity on record, and they are apparently the only British authois who have suggested that the explanation may possibly be sought for and found in the placenta. McKerron 1 records a most instructive case of dystocia due to excessive development, and the same author, at a more distant date,2 describes two cases. In one, gestation was prolonged three weeks beyond full time, rendering evisceration of the thorax and belly necessary before delivery' was possible through a pelvis which showed no evidence of contraction. Much of the fcetal bulk was due to an cedematous condition of the subcutaneous tissues, and the explanation is advanced that this may be due to excessive thrombotic placental changes interfering with the foetal circulation, and thereby causing anasarca and death of the foetus. This was, however, only a suggestion and was not confirmed by a placental research. Ballantyne3 describes the only case of post-maturity where the placenta was submitted to microscopical examination, and holds that the placental degenerative changes were in excess of the normal. Now an investigation of sections of many normal full-time placentae, carried out on the lines laid down by Eden, 4 shows us that on the several points of endarteritis of terminal arteries, the reticulum of the villus, its epithelial covering and the size and extent of areas of infarction, there is the greatest variation. Ballantyne also emphasizes excessive degeneration by the fact that in his case the intima of one umbilical artery in the cord had nearlv obliterated its lumen. But sections of normal full-time cords show only a single artery comparatively frequently, and this single artery not increased beyond the normal in size, so that this point cannot be accepted as a maarked evidence of excessive degeneration.
It is a point of some interest that in several (though not in all) of the four protracted gestations occurring in one patient recorded by Ballantyne (loc. cit.) the mother had been taking potassium chlorate in doses of 20 gr. to 40 gr. daily throughout the pregnancy. This had been prescribed with a view to combat a tendency to miscarriage, which had occurred twice. The purely empirical treatment was first introduced by Sir James Simpson in cases of " habitual death in utero" of the fcetus. Now Eden (loc. cit.) states: " In many cases of intra-uterine death during the last month of pregnancy the only placental change I Obstet. Tourn. Brit. Empire, 1907 , xi., p. 397. 2 Scot. Med. and Surg. Journ., 1900 , vii., p. 522. 3Obstet. Journ. Brit. Empire, 1902 observed is an extreme ' senility '; possibly normiial changes have been overstepped and normal changes have become pathological." If this be so the beneficial action of potassiumii chlorate in malny of these cases miust clearly be exerted in the direction of delaying the degenerative changes which set in prematurely.
It will be conceded that such cases of " premature death in utero" are the exact converse of the class of case we are discussing to-night, and if we accept Eden's explanation of " preml-ature death in utero " the post-mature foetus owes its causation to delay of the ordinary physiological degenerative changes.
Our own sections exhibited to-night, with a normal placenta for coim1parison, show no evidence of abnormiial placental degeneration in either direction, premature or delaved, and froim the examination of many normal full-timie placentai we do not think Ballantvne's case sufficient evidence of excessive placental degeneration.
We still remain in ignorance of the cause or miiany interacting causes that determine the onset of labour, but all the evidence at our disposal points to the fact that labour will set in at such a timiie as the placenta becomes inadequate to miiaintain the nutrition of the foetus.
May it not be possible, and indeed m-lore than probable, that no essential difference should exist bet-ween the normal placenta and its postm--ature fellow, since the degenerative changes which determiiine the onset of normiial full-time labour in the formtier case will in the latter be delayed, and will bring on labour only when they have approximiiated to those of the nornmal full-time placenta ?
DISCUSSION. Dr. CHAMPNEYs had been unable to hear all that Dr. Maxwell had read, but as he appealed to those present with reference to the locality of contraction rings he would say that he had felt these in various parts of the uterus, in some cases (as in varieties of hour-glass contraction round a placenta) round one of the uterine cornua. As regarded the question of treatment, the experiments of Kleinwaichter showed that spontaneous delivery occurred in some of the most unpromising cases of labour obstructed from impaction. In such a case as that under discussion, where the patient was already septic, the choice was one of great difficulty, and lie cotuld not say that the choice had been wrong, though the case ended fatally.
Dr. W. S. A. GRIFFITH suggested that the probable cause of the difficulty in delivery was not in the uterus but in the macerated condition of the foetus preventing any secure hold being obtained. He wished to emphasise the great value of version as a means of delivery after craniotomy. Every student had to be taught two methods of dealing with obstetric difficulties those in which he was surrounded by skilled assistants and the best appliances, and others in circumstances where he had nothing to rely on but wits and his fingers. The ease and safety with which delivery can be effected under the latter circumstances made Dr. Griffith advise it as usually the best method in all cases, with, of course, the obvious exception of those of tonic uterine contraction. The ridges which are found in frozen sections of the uterus and its contents must not be taken as necessarily indicating that of conditions present before the death of the patient. They were often due to pressure and the freezing process after death.
Dr. HERMAN said the only case that in his experience was comparable to the case related by Dr. Andrews and Dr. Maxwell was one admitted into the London Hodpital after a medical man outside had divided the neck and removed the child's body, leaving the head in ittero. The os uteri had contracted. Dr. Herman tried without success to extract the head. Treatment was therefore limited to antiseptic douches, and after many days the head was spontaneously expelled. Dr. EDEN remarked that the term "contraction ring," used by the authors in their paper, was inaccurate-it should be called the "retraction ring," for it was produced not by contraction but by retraction. He could not accept the view advanced by them as to the mode of formation of this ring, and thought that the authors had overlooked the fact that there is a retraction ring formed in normal labour, when a thin layer of liquor amnii still remains between the uterine wall and the body of the fcetus. It could not, therefore, be solely the result of moulding upon a body groove. He thought the clinical history of the case was very instructive, and asked whether it would not have been better, when tonic contraction set in, to have administered a full dose of morphia and waited for a few hours to allow the tetanus to pass off. Tonic contraction was practically always due, as in this case, to the irritation caused by prolonged intra-uterine manipulations, and would not subside while such manipulations were continued.
The PRESIDENT (Dr. Herbert Spencer) expressed his sympathy with Dr. Russell Andrews in the anxious and arduous case recorded. He thought that at the present time, when dystocia was so frequently dealt with by abdominal section, it was not inopportune to advise a course of reading of the old obstetrical writers, for whom abdominal section was not available and who had to rely on their hands and on hooks and crotchets to effect delivery. Smellie especially was valuable for the advice he gave in these cases, and the arduous nature of some of his deliveries might be judged from his statement that he was sometimes so exhausted thereby as to have to take to his bed. Dystocia due to the fkBtus was very inadequately treated in modern text-books. The history and use of the crotchet was evidently not generally taught to students at the present day. Almost always students stated in examinations that it was designed for the purpose of breaking up the brain-a purpose for which it was entirely unnecessary and not very suitable. It was on the crotchet, and especially on two crotchets, applied outside the child's body at opposite sides, that Smellie chiefly relied for delivery in these cases. Both the crotchet and the formidable double hook of Ambroise Pare were not free from danger, but carefully used they were much less dangerous than abdominal section. It was certainly a very painful resource to have to perform hysterectomy or Caesarean section for the delivery of a dead and mutilated child, and though he did not criticise the present case he thought such operations would only very rarely indeed be necessary. He had pointed out, many years ago, the value of division of the clavicles and of the spine, with the subsequent application of Braxton Hicks's cephalotribe, in certain cases of aystocia due to the fcetus.
The difficulty in the present case was evidently owing to the want of a sufficient hold for traction after the head had been removed. He ventured to suggest that delivery might possibly have been effected either by the application of Braxton Hicks's cephalotribe to the trunk, by the application of two crotchets in Smellie's method, or by the use of vaginal retractors and removal of the child piecemeal, as in the case of a fibroid.
Dr. ANDREWS, in reply, thanked the speakers for the sympathetic tone which had characterised their remarks. He had used the cephalotribe, craniotomy forceps, sharp and blunt hooks, crotchet, vertebral hook, and several pairs of boneforceps, lion-forceps and bullet-forceps; but even when he thought that he had obtained a good hold with two or three instruments at once they had all torn through the fcetal tissues or brought only small fragments away. He had not felt justified in putting the woman back to bed with a septic faetus still inside the uterus, which organ was in a state of tonic contraction, although he realised that hysterectomy was attended with great risk. He pointed out that we do not know much about the reality of the danger of leaving such a patient alone with the uterus in a state of tonic contraction, since modern obstetrical methods never allow this condition to remain long enough to enable us to study the results of spontaneous expulsive efforts.
Dr. MAXWELL, in answer to Dr. Eden's criticism of the expression " contraction ring," acknowledged that the expression "retraction ring" was the more correct term, but he had been influenced by the present specimen in emphasizing "contraction," since he thought the "ring" had been produced chiefly by the spasm of circular muscular fibres at the groove in the fcetal tissues, and not wholly by the retraction of longitudinal muscle fibres. Dr. Eden had referred to a frozen section described by Hart and Barbour, where there was a well-marked retraction ring in a uterus, though the uterine wall was separated from the feetal tissues by a layer of liquor amnii. At first sight this would apparently disprove any relation between the site of the ring and the foetal parts underlying it. But the case quoted was one of normal labour and could hardly be compared with the case in point. In any case Dr. Maxwell found it hard to conceive on physical grounds how a sheet of muscle could so contract as to form a sharp ridge on its surface without taking into consideration the influence the underlying faetal parts exerted in its formation. The value of the evidence of post-maturity, based on the presence of the upper tibial epiphysis, had been criticised, but Dr. Maxwell still thought that its presence, and especially its large size (nearly 3 in. in length), was ample proof of post-maturity.
